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National Colorectal Cancer 
Awareness Month — March 2008 


March is National Colorectal Cancer Awareness 
Month. In 2004, a total of 145,083 cases of colorectal 
cancer were diagnosed in U.S. adults, and 53,580 adults 
died from this disease (/). Although regular colorectal 
cancer screening can reduce the incidence of and mor- 
tality from this disease, (2) approximately 40% of U.S. 
residents who should be screened for colorectal cancer 
have not been screened in accordance with national 
guidelines (3). 

CDC is engaged in a number of activities aimed at 
colorectal cancer prevention and control, including con- 
ducting behavioral research, monitoring national sur- 
veillance data, and supporting educational and 
screening initiatives. CDC established a colorectal can- 
cer screening demonstration program in 2005 for low- 
income and underinsured or uninsured persons in the 
United States. CDC also educates the public about the 
benefits of colorectal cancer screening through its Screen 
for Life: National Colorectal Cancer Action Campaign. 
Additional information about CDC colorectal cancer 
control programs is available at http://www.cdc.gov/ 
cancer/colorectal. 
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Use of Colorectal Cancer 
Tests — United States, 
2002, 2004, and 2006 


Colorectal cancer is the second-leading cause of cancer- 
related deaths in the United States among cancers that 
affect both men and women (/). The U.S. Preventive Task 
Force and other national organizations recommend that 
persons aged >50 years at average risk be screened for 
colorectal cancer using one or more of the following meth- 
ods: fecal occult blood testing (FOBT) every year, sigmoi- 
doscopy or double-contrast barium enema every 5 years, 
or colonoscopy every 10 years (2-4). To estimate rates of 
use of colorectal cancer tests and to evaluate changes in test 
use, CDC compared data from the 2002, 2004, and 2006 
Behavioral Risk Factor Surveillance System (BRFSS) sur- 
veys (5). This report describes the results of that compari- 
son, which indicated that the proportion of respondents 
aged >50 years reporting use of FOBT and/or sigmoidos- 
copy or colonoscopy increased overall from 2002 to 2006; 
however, certain populations, such as racial/ethnic minori- 
ties and those who reported no health insurance coverage, 
had lower prevalence of testing. Specific measures to 
increase colorectal cancer screening and address disparities 


in screening are needed. 
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BRFSS is a state-based, random-digit—dialed telephone 
survey of the noninstitutionalized, U.S. civilian popula- 
tion aged >18 years. Survey data were available for the 50 
states (except for Hawaii in 2004) and the District of 
Columbia. The median state response rate, based on Council 
of American Survey and Research Organizations (CASRO) 
guidelines, was 58.3% in 2002, 52.7% in 2004, and 
51.4% in 2006. Respondents who refused to answer, had 
a missing answer, or did not know the answer to a question 
were excluded from analysis of that specific question. Of 
persons aged >50 years who responded, approximately 3% 
of 108,028 were excluded from 2002 results, approximately 
3% of 146,794 persons were excluded from 2004 results, 
and approximately 4.5% of 195,318 were excluded from 
2006 results. 

Survey questions and response options were identical for 
all three survey years. Respondents aged >50 years were 
asked if they had ever used a “special kit at home to deter- 
mine whether the stool contains blood (FOBT),” whether 
they had ever had “a tube inserted into the rectum to view 
the colon for signs of cancer or other health problems (sig- 
moidoscopy or colonoscopy),” and when these tests were 
last performed. For this report, sigmoidoscopy and 
colonoscopy are described as “lower endoscopy.” Percent- 
ages were estimated for persons aged >50 years who 
reported receiving an FOBT within | year preceding the 
survey or lower endoscopy within 10 years preceding the 
survey. Because BRFSS does not differentiate between sig- 
moidoscopy and colonoscopy, the surveillance period used 
was 10 years, the recommended interval for colonoscopy 
for persons at average risk. Aggregate percentages and 95% 
confidence intervals were calculated. Data were weighted 
to the sex, racial/ethnic, and age distribution of each state's 
adult population using intercensal estimates and were age 
standardized to the 2006 BRFSS population aged >50 
years. Differences in prevalence were considered statisti- 
cally significant if confidence intervals did not overlap. The 
Wald F-test was used to determine significance for differ- 
ences across the three surveys. 

In 2006, 60.8% of respondents aged >50 years reported 
having had an FOBT within 1 year preceding the survey or 
lower endoscopy within 10 years preceding the survey, com- 
pared with 56.8% in 2004 and 53.9% in 2002 (Table 1). 


Across all survey years, the proportion of persons aged >50 


years who reported having had either test within recom- 
mended intervals was greater among those aged >65 years 
compared with those aged 50-64 years. The proportion 
also was greater for whites compared with all other races; 
non-Hispanics compared with Hispanics; and persons with 
health insurance compared with those with no health 
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TABLE 1. Percentage of respondents aged >50 years who reported receiving a fecal occult blood test (FOBT) within 1 year and/or a 
lower endoscopy* within 10 years, by selected characteristics — Behavioral Risk Factor Surveillance System (BRFSS), United 


States, 2002, 2004, and 2006 





2002 





2004 2006 








Characteristic 


(95% Cis) 


(95% Cl) 


(95% Cl) 





Total 

Age group (yrs) 

50-64 

>65 

Sex 

Male 

Female 

Race 

White, non-Hispanic 

Black, non-Hispanic 
Asian/Pacific Islander 
American Indian/Alaska Native 
Other 

Ethnicity** 

Non-Hispanic 

Hispanic 

Education level 

Less than high school diploma 
High school diploma or equivalent 
Some college/technical school 
College degree 

Annual household income 

<$15,000 
$15,000-$34,999 
$35,000-$49,999 
$50,000-$74,999 
>$75,000 


56.5 
62.0 


43.4 
49.1 
56.0 
59.4 
64.8 


(53.4-54.5) 


(47.1-—48.6) 
(61.5-63.1) 


(54.4—56.1) 
(52.4—53.8) 


(54.9-55.9) 
(49.8-54.2) 
(36.4—49.1) 
(45.6-56.8) 
(39.4—47.2) 


(54.3-55.4) 
(40.6—47.3) 


(39.3-—42.7) 
(49.7-51.6) 
(55.5—57.5) 
(61.0-63.0) 


(41.5-—45.2) 
(48.1-50.1) 
(54.7-57.4) 
(57.5-61.3) 
(63.2-66.4) 


(56.3-57.3) 


(49.6-50.9) 
(65.2-66.6) 


(57.2-58.8) 
(55.3-56.5) 


(57.9-58.8) 
(53.3-57.1) 
(41.0-54.4) 
(41.7-52.4) 
(42.1-50.3) 


(57.3-58.2) 
(43.2-49.2) 


(42.1-—45.6) 
(52.1—53.8) 
(57.5-59.4) 
(63.9-65.6) 


(43.3-46.7) 
(50.2—52.2) 
(57.4—59.8) 
(60.7-63.5) 
(66.8-69.3) 


(60.4-61.3) 


(54.1-—55.4) 
(68.6—69.9) 


(60.8-62.3) 
(59.8-61.0) 


(62.1-63.0) 
(57.3-60.6) 
(51.0-60.7) 
(43.5-53.2) 
(42.7-49.8) 


(61.5-62.4) 
(44.5-49.9) 


(43.8-—47.2) 
(55.9-57.4) 
(61.8-63.5) 
(67.9-69.5) 


(46.8-50. 1) 
(53.0-54.9) 
(60.8-63. 1) 
(66.1-68.3) 
(69.3-71.4) 


Health insurance coverage 
Yes 55.9 (55.3-56.5) 
No 33.1 (30.8-—35.5) 


(58.3-59.4) (62.5-63.5) 
(32.2—37.3) (34.3-39.1) 





* Sigmoidoscopy or colonoscopy 
' Age standardized to the 2006 BRFSS population aged >50 years. 
3’ Confidence interval. 


1 Wald F-test of significance for differences across the three survey years, p<0.001 


** Race and ethnicity are not mutually exclusive 


insurance. The percentage of positive responses also increased 
with increasing education level and with increasing house- 
hold income. Although a greater proportion of men com- 
pared with women had a colorectal cancer test in all three 
survey years, this difference was not statistically significant 
in 2006. 

By state, the proportion of respondents who reported 
having had an FOBT within 1 year preceding the survey or 
lower endoscopy within 10 years preceding the survey in 
2006 ranged from 51.8% in Mississippi to 70.5% in 
Connecticut (Table 2). The proportion of respondents who 
reported having had an FOBT within 1 year preceding the 
survey ranged from 6.8% in Utah to 22.7% in the District 
of Columbia and Maine. The proportion of respondents 
who reported a lower endoscopy within 10 years preceding 
the survey ranged from 46.7% in Mississippi to 66.7% in 


Minnesota. 


The proportion of respondents who reported never 
being tested decreased from 34.2% in 2002, to 32.2% in 
2004, and to 29.5% in 2006 (Figure). The proportion of 
respondents aged >50 years who reported having had an 
FOBT within 1 year of the survey declined from 21.6% in 
2002, to 18.5% in 2004, and to 16.2% in 2006. In con- 
trast, the proportion of respondents who reported having 
had a lower endoscopy within 10 years preceding the sur- 
vey increased from 44.8% in 2002, to 50.1% in 2004, 
and to 55.7% in 2006. 

Reported by: DA Joseph, MD, SH Rim, MPH, LC Seeff, MD, Div of 
Cancer Prevention and Control, National Center for Chronic Disease 
Prevention and Health Promotion, CDC. 

Editorial Note: The findings in this report indicate that 
overall use of colorectal cancer tests increased from 2002 to 
2006. Although this increase is encouraging, disparities 


persist in colorectal cancer test use. Colorectal cancer test 
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TABLE 2. Percentage of respondents aged >50 years who reported receiving a fecal occult blood test (FOBT) within 1 year ~ or lower 
endoscopy* within 10 years, by state/area — Behavioral Risk Factor Surveillance System (BRFSS), United States, 2006T 


Lower endoscopy 
in preceding 10 yrs 





FOBT within 1 yr and/or lower endoscopy 
FOBT within 1 year 


State/Area 





% 


(95% Cl) 





% 


(95% Cl) 


in preceding 10 yrs 





No. 


% 


(95% Cl) 





United States 
Alabama 
Alaska 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
District of Columbia 
Florida 
Georgia 
Hawaii 

Idaho 

Illinois 

Indiana 

lowa 

Kansas 
Kentucky 
Louisiana 
Maine 
Maryland 
Massachusetts 
Michigan 
Minnesota 
Mississippi 
Missouri 
Montana 
Nebraska 
Nevada 

New Hampshire 
New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Pennsylvania 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 

Vermont 
Virginia 
Washington 
West Virginia 
Wisconsin 
Wyoming 


16.2 
15.2 
11.4 
18.8 
15.3 
15.8 
19.2 
17.9 
14.4 
22.7 
21.2 


14.2 
15.7 
13.7 

6.8 
17.0 
16.4 
20.9 
18.4 
12.7 
13.0 


(15.9-16.5) 
(13.4-17.3) 
(8.7-14.8) 
(16.4-21.5) 
(13.9-16.7) 
(14.2-17.6) 
(17.7-20.8) 
(16.5-19.3) 
(12.6-16.4) 
(20.4-25.1) 
(19.9-22.6) 
(16.6-19.7) 
(17.4-20.8) 
(12.0-15.0) 
(11.5-14.4) 
(12.1-14.6) 
(14.1-17.0) 
(15.4-17.8) 
(11.9-15.1) 
(15.6-18.4) 
(20.5-24.4) 
(17.6-20.5) 
(17.2-19.8) 
(16.1-19.1) 
(13.3-16.4) 
(13.3-16.1) 
(11.3-14.9) 
(16.2-19.3) 
(16.6-19.5) 
(15.2-20.0) 
(18.3-21.5) 
(13.3-15.4) 
(11.8-14.6) 
(13.6-16.6) 
(19.6-21.7) 
(13.5-16.8) 
(13.5-18.3) 
(11.8-14.2) 
(17.5-20.7) 
(12.6-15.3) 
(15.8-19.2) 
(13.3-15.7) 
(13.0-15.6) 
(13.9-17.7) 
(12.0-15.5) 
(5.6-8.2) 
(15.8-18.4) 
(14.3-18.8) 
(20.0-21.8) 
(16.7-20.3) 
(11.2-14.3) 
(11.6-14.4) 


55.7 
49.8 
49.9 
52.7 
47.6 
54.7 
53.8 
66.1 
65.1 
61.8 


61.6 
55.3 
49.2 
60.6 
58.7 
51.9 
53.9 
47.1 
57.5 
54.7 
66.4 
55.6 
52.2 
53.4 
52.9 
59.7 
62.3 
63.0 
60.3 
49.2 
60.3 
48.6 


(55.2-56.2) 
(47.2-52.4) 
(45.1-54.7) 
(49.3-56.0) 
(45.6-49.5) 
(52.3-57.1) 
(51.9-55.7) 
(64.3-67.8) 
(62.4-67.8) 
(59.1-64.5) 
(53.0-56.5) 
(52.7-56.6) 
(47.8-52.0) 
(48.3-52.7) 
(49.8-54.2) 
(50.1-53.9) 
(49.7-53.7) 


(44.7-48.6) 
(51.3-56.9) 
(47.3-51.1) 
(46.0-49.7) 
(45.3-51.6) 
(59.6-63.5) 
(53.8-56.7) 
(47.2-51.2) 
(58.5-62.6) 
(57.4-60.0) 
(49.7-54.1) 
(50.7-57.0) 
(45.3-48.9) 
(55.5-59.5) 
(52.7-56.8) 
(64.2-68.5) 
(53.9-57.3) 
(50.3-54.0) 
(50.8-55.9) 
(50.3-55.5) 
(57.3-62.0) 
(60.7-63.9) 
(60.3-65.5) 
(59.2-61.3) 
(46.9-51.5) 
(58.0-62.6) 
(46.6-50.7) 


186,438 
1,827 
871 
2,693 
3,166 
2,786 
2,940 
4,500 
2,141 
1,833 
6,116 
3,906 
3,445 
2,672 
2,748 
3,339 
2,931 
4,550 
3,177 
3,510 
2,148 
4,575 
6,261 
3,145 
2,291 
3,389 
2,952 
3,339 
4,457 
1,881 
3,173 
7,249 
3,498 
3,121 
8,562 
2,655 
3,199 
3,919 
2,795 
7,246 
2,397 
5,122 
3,688 
2,435 
3,503 
2,357 
3,981 
2,882 
13,756 
2,191 
2,413 
2,707 


60.8 
55.7 
53.5 
59.5 
53.1 
59.1 
60.8 
70.5 
69.2 
67.3 


(60.4—-61.3) 
53.1-58.3) 


(56.7-61.5) 
(58.9-62.7) 
(68.8-72.1) 
(66.5-71.7) 
(64.7-69.9) 
(59.9-63.3) 
(58.6-62.5) 
(53.5-57.8 


(55. 4- 59. 
(56.6-59.7 
(57.8-62.5) 
(52.6—56.4) 
(65.6—70.0) 
(66.6—70.2) 
(66.2—69.5) 
(64.8-68.6) 
(67.6—71.7) 
(49.8-53.8) 
(56.5—61.9) 
(54.5—-58.4) 


) 
‘5) 
8) 
6) 
) 
) 


(63.8-66.4) 
(54.2-58.7) 
(56.1-62.3) 
(50.3-53.9) 
(61.2-65.0) 
(57.6-61.6) 
(67.9-72.2) 
(59.2-62.5) 
(55.5—59.2) 





* Sigmoidoscopy or colonoscopy. 
Age standardized to the 2006 BRFSS population aged >50 years. 
Confidence interval. 
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FIGURE. Percentage of respondents aged >50 years reporting 
colorectal cancer test use, by type of test* and test use — 
Behavioral Risk Factor Surveillance System (BRFSS), United 
States, 2002, 2004, and 2006 


eceding 10 yr 


Type of test and test use 


“Lower endoscopy (sigmoidoscopy or colonoscopy) and/or fecal occult 
, blood test (FOBT) 

.Age standardized to the 2006 BRFSS population aged >50 years 

°95% confidence interval 


use increased among racial/ethnic minorities, those with- 
out health insurance, those with annual household incomes 
<$35,000, and those with less than a high school educa- 
tion; however, these groups had a substantially lower preva- 
lence of colorectal cancer test use than did other groups 
surveyed. Factors that might contribute to disparities in 
colorectal cancer test use include lack of awareness of the 
need for screening, lack of recommendation for screening 
from a physician, lack of health insurance, and lack of a 
usual source of health care (6,7). 


Previous studies have documented a greater prevalence of 


colorectal cancer test use among men than women (6,7). 
Data in this report suggest that the gap in prevalence 
between men and women is closing. 

Respondents aged >65 years were found to have a greater 
prevalence of colorectal cancer test use compared with those 
aged 50-64 years, which might be associated with the avail- 
ability of Medicare coverage for colorectal cancer screening 
starting at age 65 years (6,7). Previous studies have indi- 
cated that colorectal cancer testing has increased since 2000 
(7). Multiple factors might have contributed to the increase 
in colorectal cancer test use. For example, Medicare cover- 
age of screening colonoscopy (starting in 2001) contrib- 
uted to increased use of colonoscopy in the Medicare 
population (7). Increased public awareness of the impor- 
tance of screening (5) and adoption of the Health Plan 
Employer Data and Information Set (HEDIS) measure (in 


2004) that encourages health plans to cover colorectal 


screening tests also might have contributed to the increase 
in test use.* In addition, a number of state initiatives sup- 
port increased test use, including a statewide social mar- 
keting campaign implemented by Maine’s Comprehensive 
Cancer Control Program, a statewide endoscopy screening 
program in Colorado funded by the state tobacco tax, and 
New York State’s Colorectal Cancer Screening and Prostate 
Initiative Program, which provides colorectal cancer screen- 
ing to uninsured or underinsured residents. New York also 
passed the Colon-Prostate Treatment Act in 2006, which 
provides funds for treatment of colorectal cancer cases 
detected through the state screening program.’ 

The reported use of FOBT declined steadily over the 
study period, whereas the reported use of lower endoscopy 
increased. These changes might have been driven by 
patient or physician preference for lower endoscopy over 
FOBT and increased availability of insurance coverage for 
screening colonoscopy (8,9). Variations in prevalence of test 
use by state might result from variations in demographic 
characteristics, health insurance coverage, and availability 
of providers to perform endoscopy. 

The findings in this report are subject to at least five 
limitations. First, the results might overestimate actual 
colorectal cancer screening tests because BRFSS does not 
determine the indication for the test (screening versus di- 
agnostic use). Second, assessment of use of lower endos- 
copy within 10 years included persons who had a 
sigmoidoscopy more than 5 years preceding the survey, 
which is outside the screening recommendation. Third, only 
persons with landline telephones are represented in the 
analysis. Fourth, responses are self-reports and not validated 
by medical record review. Finally, the survey response rate 
was low for all three survey years. 

To address disparities in colorectal cancer screening rates 
and to improve access to underserved populations, CDC 
established a colorectal cancer screening demonstration 
program in August 2005 for persons with inadequate or no 
insurance coverage for colorectal cancer screening. These 
programs are located in Baltimore, Maryland; St. Louis, 
Missouri; Nebraska (statewide); Suffolk County, New York; 
and Clallam, Jefferson, and King counties, Washington; 
they vary in design and screening test selection. Each pro- 
gram is designed for all low-income U.S. men and women 
aged >50 years, and two of the programs are targeted to 
racial/ethnic minorities. CDC is conducting a detailed 


evaluation of the programs, including a multiple case study, 





* Available at http://www.ncqa.org/tabid/59/default.aspx. 
Information about Article 5: Title 11: Sections 364-I and 366 available at http: 


sublic.leginfo.state.ny.us/menugett.cgi. 
I t f f 
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a cost assessment, and an evaluation of clinical outcomes. 
CDC also provides funds to 21 state programs to imple- 
ment specific colorectal cancer control strategies identified 
in their statewide cancer control plans.° 

Screening reduces colorectal cancer incidence and mortal- 
ity (2). The coordinated efforts by CDC, state and local health 
departments, and the medical community to address barriers 
to and disparities in screening must be sustained so that the 


burden of this disease can be reduced in all persons. 
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Update: Recommendations from 
the Advisory Committee on 
Immunization Practices (ACIP) 
Regarding Administration of 
Combination MMRV Vaccine 


On February 27, 2008, new information was presented 


to the Advisory Committee on Immunization Practices 
(ACIP) regarding the risk for febrile seizures among chil- 
dren aged 12-23 months after administration of the com- 
bination measles, mumps, rubella, and varicella (MMRV) 
vaccine (ProQuad™, Merck & Co., Inc., Whitehouse Sta- 
tion, New Jersey). This report summarizes current knowl- 
edge regarding the risk for febrile seizures after MMRV 
vaccination and presents updated ACIP recommendations 
that were issued after presentation of the new information. 
These updated recommendations remove ACIP’s previous 
preference for administering combination MMRV vaccine 
over separate injections of equivalent component vaccines 
(i.e., measles, mumps, and rubella [MMR] vaccine and 
varicella vaccine). 

The combination tetravalent MMRV vaccine was licensed 
by the Food and Drug Administration (FDA) on 
September 6, 2005, for use in children aged 12 months- 
12 years (7). MMRV vaccine can be used in place of triva- 
lent MMR vaccine and monovalent varicella vaccine to 
implement the recommended 2-dose vaccine policies for 


prevention of measles, mumps, rubella, and varicella (/,2). 


The first vaccine dose is recommended at age 12-15 


months and the second at age 4—6 years. 

In MMRV vaccine prelicensure studies, an increased rate 
of fever was observed 5—12 and 0—42 days after the first 
vaccine dose, compared with administration of MMR vac- 
cine and varicella vaccine at the same visit (3,4). Because of 
the known association between fever and febrile seizures 
(5), CDC and Merck initiated postlicensure studies to bet- 
ter understand the risk for febrile seizures that might be 
associated with MMRYV vaccination. 

The Vaccine Safety Datalink (VSD),* which routinely 
monitors vaccine safety by near real-time surveillance 
using computerized patient data, detected a signal of 
increased risk for seizures of any etiology among children 
aged 12-23 months after administration of MMRV vac- 
cine compared with administration of MMR vaccine (many 





* Additional information available at http://www.cdc.gov/od/science/iso/vsd 
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children also received varicella vaccine). When children who 
received MMRV vaccine were compared with children who 
received MMR vaccine and varicella vaccine administered 
it the same visit, statistically significant clustering of sei- 
zures was observed 7—10 days after vaccination in both 
groups. Once the signal was detected, a VSD study was 
initiated that evaluated the risk for febrile seizures 7—10 


? 


days after vaccination among 43,353 children aged 12-23 

months who received MMRV vaccine and 314,599 chil- 

23 months who received MMR vaccine and 

a vaccine administered at the same visit. Medical 

records were reviewed to validate the diagnosis, and a mul- 

tivariate logistic regression was used to adjust for age and 
influenza season. 

Che preliminary results indicated a rate of febrile seizure 
of nine per 10,000 vaccinations among MMRV vaccine 
recipients compared with four per 10,000 vaccinations 
among MMR vaccine and varicella vaccine recipients 
adjusted odds ratio 2.3; 95% confidence interval 
CI 1.6—3.2; p<0.0001). These results suggest that, in 
the 7-10 day postvaccination period, approximately one 
idditional febrile seizure would occur among every 2,000 
children vaccinated with MMRV vaccine, compared with 
children vaccinated with MMR vaccine and varicella vac- 
cine administered at the same visit. Of the 166 children 
who experienced febrile seizures after vaccination and had 
hospitalization information available, 26 (16%) were 
hospitalized. No child who had a febrile seizure died. 

\t the ACIP meeting, representatives from Merck pre- 
sented interim results of an ongoing postlicensure study 
being conducted among children aged 12-60 months (99% 
of the children were aged 12—23 months). All potential 
cases of febrile seizure were reviewed using Brighton Col- 
laboration guidelines (6). This interim analysis found a 2.3 
times (CI = 0.6-9.0) higher relative risk for confirmed 
febrile seizures S—12 days after MMRV vaccination (14,263 
children; rate = five per 10,000 vaccinations) when com- 
pared with a historic control group of children (matched 
on age, sex, and date of vaccination) vaccinated with MMR 
vaccine and varicella vaccine at the same visit (14,263 chil- 
dren; rate = two per 10,000 vaccinations). Although the 
relative risk was not statistically significant, it was similar 
to the adjusted odds ratio reported by the VSD study for 
the 7-10 days after vaccination. The Merck study also evalu- 
ated the risk for febrile seizures during the 0-30 days after 
vaccination. This risk was not significantly different (rela- 
O.7: Cl 
MMRYV vaccine (10 per 10,000) compared with those who 


tive risk 0.4—1.5) for children who received 


received MMR vaccine and varicella vaccine at the same 


visit (13 per 10,000). The Merck results are considered 


interim; approximately half of the final sample size needed 
to investigate the risk for febrile seizures was available for 
this analysis. 

Neither the VSD study nor the Merck study assessed the 
risk for febrile seizures after MMRV vaccine administered 
as a second dose at age 4—6 years. However, previous stud- 
ies have determined that the second dose of MMRV vac- 
cine is less likely to cause fever than the first dose (3), and 


rates of febrile seizure are lower in the general population 


of children aged 4—6 years than in the population aged 


12—15 months (5). 

Febrile seizures are not uncommon in young children 
and generally have an excellent prognosis (7), although they 
often are distressing to parents and other family members. 
Approximately one in 25 (4%) young children will have at 
least one febrile seizure, usually at age 6-59 months; the 
peak age for febrile seizures is 14-18 months (5,7). Febrile 
seizures occur most commonly with the fevers caused by 
typical childhood illnesses, such as middle ear infections, 
viral upper respiratory tract infections, and roseola, but can 
be associated with any condition that results in fever. 
Febrile seizures can occur after certain vaccinations, although 
rarely. MMR vaccination has been associated previously 
with febrile seizures occurring 8-14 days later; approxi- 
mately one additional febrile seizure occurs among every 
3,000—4,000 children vaccinated with MMR vaccine, com- 
pared with children not vaccinated during the preceding 
30 days (8). 

Availability of MMRV vaccine currently is limited in the 
United States because of manufacturing constraints unre- 
lated to vaccine safety or efficacy (9). MMRV vaccine is 
not expected to be widely available before 2009; however, 
some clinics might have MMRV vaccine in stock. 

Consistent with ACIP General Recommendations on 
Immunization (/0), the 2007 ACIP recommendations for 
prevention of varicella included a preference for use of com- 
bination MMRV vaccine over separate injections of equiva- 
lent component vaccines (i.e., MMR vaccine and varicella 
vaccine) (2). At its February 27, 2008, meeting, ACIP con- 
sidered the preliminary results from the VSD and Merck 
studies, which suggested an increased risk for febrile sei- 
zures after the first dose of MMRV vaccine. Given the avail- 
ability of alternative options for vaccination against measles, 
mumps, rubella, and varicella and the limited supply of 
MMRYV vaccine, ACIP voted to change the preference lan- 
guage for MMRV vaccine to read as follows: “Combination 
MMRYV vaccine is approved for use among healthy chil- 
dren aged 12 months—12 years. MMRV vaccine is indi- 
cated for simultaneous vaccination against measles, mumps, 


rubella, and varicella. ACIP does not express a preference 
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for use of MMRV vaccine over separate injections of equiva- 
lent component vaccines (i.e., MMR vaccine and varicella 
vaccine).” ACIP also recommended establishing a work 
group to conduct in-depth evaluation of the findings 
regarding the increased risk for febrile seizures after the first 
dose of MMRV vaccine to present for consideration of 
future policy options. CDC, FDA, and ACIP will commu- 
nicate updates and implement further necessary actions 
based on these evaluations. 

Clinically significant adverse events that follow vaccina- 

tion should be reported to the Vaccine Adverse Event 
Reporting System (VAERS). Guidance about how to 
obtain and complete a VAERS form is available at hetp:// 
www.vaers.hhs.gov or by telephone, 800. °22-7967. 
Additional information on MMRV vaccine and febrile sei- 
zures is available at http://www.cdc.gov/od/science/iso/vsd/ 
mmrv.htm and http://www. fda.gov/cber/label/ 
proquadlbinfo.htm. 
Reported by: N/? Klein, MD, PhD, Kaiser Permanente Vaccine Stud) 
Center, Oakland, California, and Vaccine Safety Datalink Rapid Cycle 
Analysis Team. WK Yih, PhD, Dept of Ambulatory Care and Prevention, 
Harvard Medical School and Harvard Pilgrim Health Care, Boston, 
Massachusetts, and Vaccine Safety Datalink Rapid Cycle Analysis Team. 
M Marin, MD, AO Jumaan, PhD, ]F Seward, MBBS, Div of Viral 
Diseases, National Center for Immunization and Respiratory Diseases; 
K Broder, MD, ] Iskander, MD, Immunization Safety Office; DE Snider Jr 
MD, Office of the Chief Science Officer, CDC. 
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Nonoccupational Logging 
Fatalities — Vermont, 1997-2007 


Professional logging is one of the most hazardous occu- 
pations in the United States (/), and the factors contribut- 
ing to injuries and fatalities associated with this occupation 
are well documented (2,3). However, little has been 
reported about logging fatalities in the nonoccupational 
setting. To better characterize nonoccupational logging 
fatalities, the Vermont Department of Health analyzed 
medical examiner data from Vermont for the period 1997 
2007. This report describes four cases and summarizes data 
on all nonoccupational logging fatalities. The findings in- 
dicated that tree felling accounted for 15 (83%) of the 18 
nonoccupational logging fatalities during the 11-year 
period and that 14 (78%) of the fatalities were attributed 
to injuries resulting from being struck by a falling tree or 
limb. Contributing factors in these incidents included 
absence of personal protective equipment (PPE), misjudg- 
ment of the path of falling trees, and being alone. Mea- 
sures to reduce nonoccupational logging fatalities should 
focus on promoting safe tree-felling practices and increas- 
ing helmet use among nonprofessional woodcutters. Ide- 
ally, however, nonprofessionals should not participate in 
tree felling. 

Data were obtained through a review of all unintentional 
deaths reported to the Office of the Chief Medical Exam- 
iner in Vermont during 1997-2007. Death certificates, 
autopsy reports, and law enforcement investigation reports 
from this period were reviewed. A case was defined as any 
nonoccupational fatality in a Vermont resident resulting 
from logging (i.e., cutting o1 moving trees or portions of 


< c 


trees). 








Vol. 57 / No. 10 


MMWR 261 





Case Reports 


Case 1. In May 2006, a man aged 60 years was alone 


cutting sugar maple trees for firewood on his property. While 


le Was cutting a partially downed tree with a chain saw, 


the tree gave way, rolling over the man’s lower torso and 


killing him. Investigation revealed that the man was alive 
for some time, attempting to extract himself before his death. 
Che cause of death was ruled as blunt impact of the torso 
ind abdomen, resulting in exsanguination and respiratory 
arrest. 

Case 2. In December 2005, a man aged 54 years was 
handling the rope in a tree-felling operation at his home 
with the help of a friend, who was cutting branches above 

Che decedent was struck on the head and killed by a 
branch of approximately 2 inches in diameter, which broke 
free from a tree and fell 40-50 feet. The cause of death was 
ed as massive cranial instability attributed to blunt 

to the head. Both men had been wearing helmets, 
but the decedent had removed his shortly before the fatal 
Ine ident. 

Case 3. In January 1998, a man aged 42 years was clear- 

1g debris and partially downed trees immediately after an 
ice storm. While he was cutting one of these trees with a 
chain saw, the tree fell, hit him on the head, and then landed 
cross him, trapping him beneath the tree. Onlookers re- 


j 


sponded immediately; however, because of the weight of 


the tree, they were unable to extract the man. The cause of 
death was ruled as an injury to the head. The man was not 
wearing a helmet. 

Case 4. In March 1998, a man aged 70 years was 
attempting to remove a stump from a tree he had cut down 
on his property. The man placed a chain, attached to his 
tractor, around the base of the stump. Upon engaging the 
tractor, a rear rollover occurred, pinning the man under- 
neath. The cause of death was ruled as suffocation attrib- 


uted to chest compression from the tractor. 


Summary of Cases 


A total of 18 nonoccupational logging fatalities occurred 
in Vermont during 1997-2007, compared with 16 occu- 
pational logging fatalities during the same period (Table). 
Among the nonoccupational fatalities, all occurred in white 
males with a mean and median age of 58 years (range: 19- 
83 years). Ten (56%) of the decedents were alone at the 
time of the incident. Fourteen (78%) fatalities resulted from 
being struck by a tree, two (11%) resulted from tractor 
rollovers, one (6%) resulted from a fall from a ladder, and 
one (6%) resulted from a motor-vehicle rollover. Nine (50%) 
of the fatalities occurred during November—February, and 
11 (61%) occurred during Friday-Sunday. The time of the 
injury was known for 12 incidents, all of which occurred 


during daylight hours. Blood alcohol concentrations (BACs) 


TABLE. Number and percentage of occupational and nonoccupational logging fatalities, by selected characteristics — 


Vermont, 1997-2007 





Occupational 


Nonoccupational 








Not self-employed 


(n = 6) 


Self-employed Unclassified 
(n = 7) (n = 3) (N = 18) 





Characteristic ' No. (%) 








No. (%) No. (%) No. (%) 





Sex 
Race/Ethnicity 
White, non-Hispanic 
Primary site 


mS 


Primary mechanism 

Fall from height 

Vehicle rollover 

Pinned by tree 

Struck by fallen 

Tractor rollover 
Electrocution 

Equipment failure 

Pinned by machinery 
Struck by branch (wind related) 
Alone/Not alone at death 
Alone 

Not Alone 


-O--"ONCO-— 


le : (100) 


(100) (100) 18 (100) 
(100) (100) (100) 


(71) (33) (28) 
(29) (33) (39) 
_ (33) (28) 
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(6) 
(6) 
(17) 
(61) 
(11) 
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and toxicologic screening results were available for 12 
decedents. Of those 12, one had a BAC of 0.02 mg/dL, 
and one had evidence of marijuana use (blood carboxy 
tetrahydracannabinol 20.8 ng/mL). 

Reported by: S Shapiro, MD, C Lohff; MD, Vermont Dept of Health. 
A Laney, PhD, EIS Officer, CDC. 

Editorial Note: Although nonoccupational logging activi- 
ties (e.g., cutting firewood, property cleanup, trimming 
limbs, and pruning and cutting trees) are not easily quan- 
tifiable, they are common, especially in rural settings. Most 
of these activities are not regulated and do not require spe- 
cial training or a permit. As such, the level of experience, 
awareness of safety measures, and prevalence of PPE use 
among persons involved in nonoccupational logging is likely 
more varied than among those involved in occupational 
logging (4), for which occupational standards (e.g., train- 
ing and use of PPE) are a requirement. Therefore, the risk 
for injury and death likely is greater among those involved 
in nonoccupational logging. 


Factors that likely contributed to these fatalities include 


improper tree-felling techniques, misjudgment of the path of 


falling trees, being alone, lack of helmet use, and improper use 
of equipment (2,4,5). Impairment from drugs or alcohol, dark- 
ness, and chainsaw injuries were not major contributors. 

Che findings in this report are subject to at least two 
limitations. First, not all data (e.g., data on helmet use or 
toxicologic screening results) were available for all cases. 
Second, some nonoccupational logging fatalities might have 
occurred during the study period but were not identified 
as such. For example, a death in a person who sustained an 
injury while logging (e.g., a traumatic brain injury) and 
died days or weeks after the incident might have not been 
detected. 

The majority of logging fatalities result from being struck 
by falling trees or branches (/,2). Multiple factors deter- 
mine when, where, and how a tree will fall. As a tree falls, 
it can strike another tree, knocking down branches. In ad- 
dition, connecting vines can pull other trees or dead branches 
in the canopy down upon the tree feller. Prediction of fall 
trajectory for partially downed trees is difficult. In addi- 
tion, nonoccupational tree harvesting usually is conducted 
in areas not specifically managed for timber harvesting, 
further compounding the risk. 

The risks associated with nonoccupational logging can 
be minimized, and many nonoccupational log 


ging fatali- 


c 


ties are preventable. Ideally, only professionals should par- 


ticipate in tree felling. The following measures are 
recommended by the Vermont Department of Health to 
reduce the risk for injury and death associated with nonoc- 


cupational logging: 1) professional loggers should be hired 


for tree felling; 2) persons engaged in logging activities 
should receive appropriate training in safe tree-felling prac- 
tices (which is often offered through county extension 
offices); 3) helmets and other appropriate PPE should be 
worn during all logging activities; 4) tree felling should 
not be undertaken by one person alone; and 5) farm trac- 


tors should not be used for logging activities (6). 
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Progress Toward Measles Mortality 
Reduction and Elimination — 
Eastern Mediterranean Region, 
1997-2007 


In 2005, the World Health Assembly set a goal of achiev 
ing a 90% reduction in global measles mortality by 2010, 
compared with levels in 2000 (/). Eight years earlier, in 
1997, the 22 countries in the World Health Organization 
(WHO) Eastern Mediterranean Region (EMR)* had 
resolved to eliminate measles from their region by 2010. 
To reach these two goals, the WHO Regional Office for 


the Eastern Mediterranean developed a four-pronged strat- 





* Afghanistan, Bahrain, Djibouti, Egypt, Iran, Iraq, Jordan, Kuwait, Lebanon 
Libya, Morocco, Oman, Pakistan, Qatar, Saudi Arabia, Somalia, Sudan, Syria 
Tunisia, United Arab Emirates, West Bank and Gaza Strip, and Yemen. For this 
report, the geographic regions West Bank and Gaza Strip are considered to 
constitute one COUNTTY 
Measles elimination is defined as the absence of endemic measles cases for >12 
months in the presence of adequate surveillance. One indicator of measles 
elimination is a sustained measles incidence of less than one case per | million 
population. 
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every district either through a routine 2-dose 
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SIAs).> 3) 


igation and laboratory testing of all suspected 
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isles, and 4) provide optimal clinical-case man 
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supplementation of diets with vitamin 


report summarizes the progress made in the 


1997—2007 toward reducing mortality from 


| 1 1 . 
iminating measies from the region. Coun- 





‘ve and maintain >90% vaccination coverage of 


first dose of measles-containing vaccine 


the second dose of measles-containing vaccine 


tries in the EMR reduced the number of measles-related 
deaths by approximately 75% from 2000 to 2007. 
However, large measles outbreaks continue to occur 
throughout the region, suggesting that much work remains 
to eliminate measles in the EMR. 


Routine Immunization 


MCV 1 is administered at age 9 months in 12 (55%) of 
the 22 EMR countries and at age 10-15 months in the 
remaining 10 (45%). A total of 16 (73%) countries 
(accounting for 53% of the region’s population) have a 
2-dose MCV schedule (Table 1). Vaccination coverage with 
MCV1 and MCV2 is calculated annually for each country 
by dividing the total number of doses administered to chil- 
dren in the targeted age group by the census count of the 
number of children in that group. In addition, WHO and 
UNICEF estimate coverage of MCV1 annually for each 
country using reported coverage of MCV1 and survey 
results (3). For the region overall, estimated MCV1 cover- 
age increased from 67% in 1990 to 83% in 2006 (Figure). 
In 19 countries, MCV1 coverage increased from 1997 to 
2006 (Table 1). In 2006, 15 countries achieved >90% cov- 


erage of MCV1 nationally but did not achieve this cover- 


TABLE 1. Recommended 2006 routine measles vaccination schedules and percentage of children who received their first dose of 
measles vaccine,* by country/area — World Health Organization (WHO) Eastern Mediterranean Region, 1997-2006 





Country/ Age at Age at 


Coverage (%) 





Area first dose second dose 1997 1998 


1999 


2000 2001 2002 2003 2004 2005 2006 





48 4C 
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94 99 
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Q92 98 
99 
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93 
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46 66 
Region overall 70 72 
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74 
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99 99 
96 
97 98 
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99 99 
78 808 
99 99 
96 95 
35 358 
69 738 
98 98 
96 98 


94 94 94 94 92 92 
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264 MMWR March 14, 2008 





FIGURE. Number of reported measles cases and estimated percentage of children 
who received their first dose of measles vaccinet — World Health Organization (WHO) 
Eastern Mediterranean Region, 1990-2006 
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TABLE 2. Measles supplementary immunization activities 
(SIAs), by country/area, target age group, type of SIA, and num- 
ber and percentage of targeted children vaccinated — World 
Health Organization (WHO) Eastern Mediterranean Region, 
1994-2007 


TABLE 2. (Continued) Measles supplementary immunization 
activities (SIAs), by country/area, target age group, type of SIA, 
and number and percentage of targeted children vaccinated — 
World Health Organization (WHO) Eastern Mediterranean 
Region, 1994-2007 





No. and % 
of targeted 
children vaccinated 





Country/Area Year Target age group Type of SIA No. (%) 





No. and % 
of targeted 
children vaccinated 


Type of SIA No. (%) 





Country/Area Year Target age group 








anned for 2 
SiA planned for comr ion in 2008 
tate orthern Sudan, planned for completion in 20( 


n Sudan and planned for 





oyria 1998 Catch-up 6,636,752 (99) 
3,172,840 103) 
1,610,338 (98) 
Catch-ur 1,754,239 (95) 
Follow-up 514,900 (94) 
Catch-up 126,412 (99) 


Catch-up phase 1 


Catch-up phase 2 


vatch-up phase 1 154.960 
vatch-up phase 2 168,435 


893,000 


? 804 
5,000 
2,205,453 
1.310.000 


1,291,206 





In 2007, among the 18 reporting countries, regional tar- 


gets for surveillance sensitivity were met by nine (50%) 


countries, adequacy of testing by 14 (78%) countries, time 


liness of specimen transport by 11 (61%) countries, 
adequacy of specimen collection by 17 (94%) countries, 
and timeliness of laboratory reporting by 16 (89%) coun- 
tries. Although countries in the region have made progress 
in strengthening case-based surveillance, as of December 
2007, seven countries had not yet provided complete 


reports, and only one country had met all quality targets. 


Monitoring Measles Mortality Reduction 
and Elimination 


Before introduction of measles vaccination in the early 
1980s, approximately 200,000 clinically diagnosed cases 
of measles were reported each year in EMR countries (5). 
\fter strengthening measles-control activities throughout 
the 1980s, reported cases declined 70% to approximately 
60,000 in 1990, and the interval between measles epidemics 
increased from 2-4 years during 1980-1991 to 6 years 
during 1992-2004 (Figure). Overall, measles incidence was 
lowest in 2005 (29 cases per 1 million population); in 2006, 
incidence increased to 44 cases per 1 million population. 
In 2007, the reported number of cases of measles decreased, 
but those data are incomplete.** During 2006-2007, 
despite reported M¢ Vi coverage rates of 95%, a routine 
2-dose schedule, and a catch-up SIA held during the 


preceding 8 years, measles outbreaks occurred in Egypt 
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Notice to Readers 


SurvCost: Tool for Estimating Cost of 
Surveillance Systems 


nce 1998, CDC, with support from the United States 


ney for International Development (USAID), has been 
technical partner with the World Health Organization 
.egional Headquarters for Africa (WHO/AFRO) in the 

ign, development, implementation, monitoring, and 
uation of Integrated Disease Surveillance and Response 
ystems. The purpose of this strategy is to develop surveil 
ince and response capacities in African countries to 
improve timely detection, confirmation, and response to 
nfectious diseases of concern to African communities. 

lo help national surveillance programs estimate the costs 
of initiating and operating an integrated surveillance sys 
tem, CDC collaborated with WHO/AFRO to develop a 
preadsheet based tool, SurvCost, to estimate the costs of 
supporting a surveillance program. SurvCost leads users 
through a series of guided prompts that require entry of 
ctual program costs in categories such as personnel, labo 
ratory, office, capital equipment, transportation, and treat- 


ment. Users can analyze costs by health facility, surveillance 
wctivity, or disease. Such data can help disease surveillance 


system managers plan their budgets and advocate for addi- 


tional resources to improve such systems. SurvCost is avail 


able at http://www.cdc.gov/idsr/survcost.htm. 


Notice to Readers 


National Poison Prevention Week — 
March 16-22, 2008 


This year’s National Poison Prevention Week will be 


observed March 16-22. 


his observance is organized each 
year by the National Poison Prevention Week Council, a 
coalition of national organizations working to highlight the 
dangers of poisoning and its prevention. 

During 1999-2005, unintentional poisoning death rates 
increased by 80%, largely because of increases in recreational 
drug overdoses among adults (/). In addition, U.S. poison 
control centers reported an estimated 2.3 million exposures 
to poisonous substances during 2006 (2). \pproximately 
93% of these exposures occurred at a residence, and nearly 
half occurred in children aged <6 years (2). Poisonous agents 
most often implicated in pediatric exposures include cos 
metics, personal-care products, cleaning substances, anal 
gesics, cough and cold preparations, and other products 
usually found in the home. 

Resources for consumer education about poisoning and 


available from CD¢ 


www.cdc.gov/ncipe/factsheets/poisoning.htm and from the 


its prevention are at heep: 


National Poison Prevention Week Council at http: 

Www.poisonprevention.org. In addition, Consumer Prod 
uct Safety Commission publications are available to edu 
cate consumers about identifying and correcting situations 
in the home that could lead to poisoning. These resources 
are available at http://www.cpsc.gov/cpscpub/pubs 
pois_prv.html. Information about carbon monoxide poi 


soning is available from CDC at http://www.cdc.gov/co 


basics.htm#guideline. 
Additional information about National Poison Preven 


tion Week is available from CDC at http://www.cde.gov 


ncipc/duip/poisonweek.htm. The national toll-tree tele 
phone number for poison control centers is 1-800-222 


12??? 
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TABLE I. Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) United States 
week ending March 8, 2008 (10th Week)* 





5-year 
Current Cum weekly Total cases reported for previous years 


Disease week 2008 average’ 2007 2006 2005 2004 2003 States reporting cases during current week (No 
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TABLE |. (Continued) Provisional cases of infrequently reported notifiable diseases (<1,000 cases reported during the preceding year) — 
United States, week ending March 8, 2008 (10th Week)* 

5-year 
Current Cum weekly Total cases reported for previous years 
week 2008 average’ 2007 2006 2005 2004 





Disease States reporting cases during current week (No.) 





OH (1 





FIGURE I. Selected notifiable disease reports, United States, comparison of provisional 
4-week totals March 8, 2008, with historical data 





Notifiable Disease Data Team and 122 Cities Mortality Data Team 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





Chiamydia‘’ Coccidioidomycosis Cryptosporidiosis 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area Med Max Med 2008 2007 week Med Max 2008 2007 


United States 7s 20,764 24,800 56,915 137 f 1.1 








New England 68¢ 
Connecticut 2 
Maine 

Massachusett 

New Hampshire 

Rhode Island 

Vermont 


Mid. Atlantic 
New Jersey 

New York (Upstate 
New York City 


Pennsylvania 


E.N. Central 
ihinots 
indiana 
Michigan 
Ohi 
Wisconsin 
W.N. Central 
lowa 

Kansas 
Minnesota 
Missouri 
Nebraska 
North Dakota 
south Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

Georgia 
Maryland 
North Carolina 
South Carolina 
Virginia 

West Virginia 


E.S. Central 
Alabama 
Kentucky 
Mississipr 
) Ser 


W.S. Central 
Arkansas 
ulsiana 

UOxlianoma 

T 

@€Xas 
Mountain 
Arizona 

wad 

Jano 
Montana 
Nevada 
New Mexic 
Jtat 


Wyoming 


Pacific 


Hawaii 
Oregon 


Washinator 


American Samoa 
C.N.M.1 

2UalrT 

Puerto Ri 


Virgin island 





N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Mediar 
, incidence data for reporting years 2007 and 2008 are provisional. Data for HIV/AIDS. AIDS. and TB. wher available 
Chlamydia refers to genital infections caused by Chlamydia trachomatis 


Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





Haemophilus influenzae, invasive 
Giardiasis Gonorrhea All ages, all serotypes' 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week Max 2008 week Med Max 2008 2007 week Med Max 2008 


United States 160 1,060 2,068 2,256 6,723 7,944 46,883 64,304 33 


New England 5 : 54 103 36 104 227 823 990 
Connecticut - 18 35 ‘ 42 199 244 292 
Maine 2 X 10 19 y 8 17 16 
Massachusetts 29 5 K é 127 477 543 
New Hampshire 3 10 2 6 21 25 
Rhode Island 15 14 - 14 64 101 
Vermont : 8 25 2 5 13 
Mid. Atlantic 22 ¢ 347 666 1,008 é 6,915 
New Jersey 15 21 57 117 159 1,241 
New York (Upstate) 5 23 2 K 129 517 992 
New York City . 5 7 7 159 376 2,241 
Pennsylvania d é 30 3 233 551 2,441 











> 
Ww 


116 503 
8 


O-W=-0 COO0=+-00W 


E.N. Central 91 325 23 291 2,579 13,484 
Illinois 33 21 378 762 3,410 
Indiana 0 N 161 308 302 1,679 
Michigan 22 2 . 285 531 2 3,319 
Ohio 5 37 2% 33 346 558 3,676 
Wisconsin 21 54 56 4& 126 210 1,400 
W.N. Central x 5 373 446 ‘ 3,934 
lowa 1 y 47 K 32 56 407 
Kansas 3 2c 3é 41 102 481 
Minnesota ( d 63 90 445 698 
Missouri 23 . 188 255 4 2,053 
Nebraska x q 2 y 26 57 233 216 
North Dakota ) 2 6 2 21 
South Dakota ‘ 5 11 4 58 
S. Atlantic 25 5 . 3 593 2 14,107 
Delaware 5 24 44 293 
District of Columbia 45 71 443 
Florida 490 623 3,275 
Georgia 202 é 3,125 
Maryland 125 1 1,005 
North Carolina 231 y 2,909 
South Carolina 202 | 1,995 
Virginia 901 
West Virginia 17 161 


E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


Nm 


COONOUN WO — 


5,997 
2,096 

398 
1,550 
1,953 
W.S. Central 2 2 5 353 f 9,024 
Arkansas C g y y x : 765 


oO 


noo 


Louisiana y é ‘ 2 1,947 
Oklahoma 2 ; : 7 238 c 1,037 
Texas ) 9 t 96% c 5.275 
Mountain 
Arizona 
Colorado 
Idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 


WwW 


“~NNWNHWOW — 


2,294 


820 


nos 


~Wwh 
—-Wwouw-— 


Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


o>) 
(o>) 
a 


oO 


> 


CO Moe. = 


American Samoa 
C.N.M.1 
Guam 0 : § 
Puerto Rico y 3 21 § 2c 70 
U.S. Virgin Islands 0 0 - 13 





C.N.M.I.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
, Incidence data for reporting years 2007 and 2008 are provisional 

Data for H. influenzae (age <5 yrs for serotype b nonserotype b, and unknown serotype) are available in Table | 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





Hepatitis (viral, acute), by type’ 
A B Legionellosis 
Previous Previous Previous 

Current 52 weeks Cum Current 52 weeks Cum Current 52 weeks Cum Cum 
Reporting area week Med Max week Med Max week Med Max 2008 2007 
United States 25 53 132 37 : 185 1 } 1 31 
New England 
Connecticut 
Ma ne 











Massachusetts 
New Hampshire 
Rhode Island 


/ 


ermont 


Mid. Atlantic 
New Jerse y 

New York (Upstate) 
New York City 


Pennsylvania 


E.N. Central 


W.N. Centra! 
iowa 

Aansa 
Minnesota 
Missouri 
Nebraska 
North Dakota 


South Dakota 


S. Atlantic 
Delaware 

District of Columbia 
Florida 

2e0rgia 

Maryland 

North Carolina 
Carolina 


Virginia 


E.S. Central 
Alabama 
Kentucky 

M 1 ¢ pi 


enne e€ 


W.S. Central 


Arkansas 


exa 


Mountain 
Arizona 


Pacific 
Alaska 
alifornia 
nawa 
regor 


Washington 


American Samoa 
CNMI 

Guam 

Puerto Ric 


U.S. Virgin Islands 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
, Incidence data for reporting years 2007 and 2008 are provisional 
Data for acute hepatitis C, viral are available in Table | 
ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





Meningococcal disease, invasive’ 
All serogroups 
Previous Previous Previous 
Current 52 weeks Cum Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2008 week Med Max 2008 2007 Med Max 2008 
United States 1,304 857 1 


Lyme disease Malaria 











mM 
pay 


107 119 19 51 176 
23 1 2 
16 1 
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New England 302 35 
Connecticut 214 — 
Maine 61 
Massachusetts - 31 
New Hampshire 88 
Rhode Island 79 
Vermont - 13 
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Mid. Atlantic 665 
New Jersey 177 
New York (Upstate) ¢ 220 
New York City - 27 
Pennsylvania 322 


E.N. Central 169 
Illinois 
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E.S. Central 
Alabama 
Kentucky 
Mississippi 
Tennessee 


W.S. Central 
Arkansas 
Louisiana 
Oklahoma 
Texas 


Mountain 
Arizona 
Colorado 
idaho 
Montana 
Nevada 
New Mexico 
Utah 
Wyoming 


on 
boOoDWh®D MONFLWN 
Nm 


-L-— 
uot wWhr @ 


no — 
»2o00o NO-a—-NM 


-Oc 


NNO 
—-WNNON 
“NOM fW®D 
oa) 


NM © 
—~ ss ss SNM & © 


> 
co?) 
ou 


on C¢ 
mh 
oooooo°co o°o°c°o-N 


oooooo+-s o0o°c°o-- 
=< «bh at ot OD = = @ 


—o® 

> = 

Ae) 

uo 
=-N-S2OWOnN- HS 


~_¢> 


Ww 


ONOOWO-OC- 
WwW 


[*)) 
-&=-NMNWO ONLWONW-N 


o-00-=+-+008 


-ooo/- o00c°coe 
oo°o°co 
np —- = Ww 


=“$NNMNNNM—-—-O ODO--®D 


Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


N-O@DNO 


American Samoa 

C.N.M.1 

Guam - 
Puerto Rico N 
U.S. Virgin Islands 


oOo COOONOW 


oO 


0 
0 


C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable. Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2007 and 2008 are provisional 
Data for meningococcal disease, invasive caused by serogroups A, C, Y, & W-135; serogroup B; other serogroup; and unknown serogroup are available in Table | 
’ Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





Pertussis Rabies, animal Rocky Mountain spotted fever 
Previous Previous Previous 
Current 52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum Cum 
Reporting area week week Med Max 2007 week Med Max 2008 2007 
United States 60 ¢ 17 103 197 2 797 34 147 











New England 1 ¢ é 6 10 22 
Connecticut E 1 4 v 10 
Maine c = 
Massachusetts 

New Hampshire 

Rhode Island 

Vermont 


Mid. Atiantic 

New Jersey 

New York (Upstate) 
New York City 
Penns vivania 


E.N. Central 
Hino 

indiana 
Michigar 


Or 
On 


Wisconsin 


W.N. Central 
lowa 

Kansas 
Minne 
Missour 
Nebraska 
North Dakota 


ith Dakota 


S. Atlantic 
Delaware 


District of Columbia 


wn 
E.S. Central 
Alabama 
Kentuck 


Mis 


- 


y 
SSipf 


W.S. Central 


Arkansa 


Pacific 
Alaska 


Islands 





Commonwealth of Northern Mariana Islands 
vailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Mé 
idence data for reporting years 2007 and 2008 are provisional 
ntains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE II. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





Salmonellosis Shiga toxin-producing E. coli(STEC)' Shigellosis 


Previous Previous Previous 
Current 52 weeks Cum Cum Current 52 weeks Cum Cum 52 weeks 
Reporting area week Med Max 2008 2007 week Med Max 2008 2007 Med Max 


United States 281 859 1,718 4,071 6,023 215 282 


New England K 73 109 642 10 
Connecticut 55 55 430 
Maine 14 23 20 
Massachusetts 58 — 157 
New Hampshire — < 10 10 18 
Rhode island 15 

Vermont - 5 


Mid. Atlantic 190 
New Jersey 1s 48 
New York (Upstate) 63 
New York City 52 
Pennsylvania 69 
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E.N. Central 255 
Ilinois < 

Indiana -- 34 
Michigan 43 
Ohio 5 64 
Wisconsin . - 50 
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Kansas 
Minnesota 
Missouri 
Nebraska 13 
North Dakota ic) 
South Dakota - 11 


S. Atlantic 
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District of Columbia 
Florida 
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Virginia 

West Virginia 
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Alabama 
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Mississippi 
Tennessee 
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Louisiana 
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Texas 
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Montana 
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Utah 
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Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


a.% 


oO NOW 


American Samoa 
C.N.M.1 

Guam 0 5 
Puerto Rico . 12 55 
U.S. Virgin Islands 0 0 





C.N.M.1.: Commonwealth of Northern Mariana Islands 
U: Unavailable —: No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximum 
* Incidence data for reporting years 2007 and 2008 are provisional 

includes E. coli 0157:H7; Shiga toxin-positive, serogroup non-O157; and Shiga toxin-positive, not serogrouped 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





Streptococcus pneumoniae, invasive disease, nondrug resistant’ 
Streptococcal disease, invasive, group A Age <5 years 


Previous Previous 
Current 52 weeks Current 52 weeks 
Reporting area Med Max 


United States 7 70 











New England 2 
Connecticut 

Maine 

Massachusetts 
New H. ampshire 
Rhode Island 


Vermont 


Mid. Atlantic 


New Jersey 


New York (Upstate) 
A a r 
Jew York City 


Pennsylvania 


E.N. Central 


W.N. Central 
wa 
Kansa 
Minneso 

M Our 
Nebraska 

Ne mr D Kota 


ith Dakota 


S. Atlantic 
Delaware 
trict of Columbia 

rionda 

260TGla 

Maryland 

North Carolina 
2roluna 


ve rginia 


E.S. Central 
Alabama 
Kentucky 
M Opi 


i4 
nnessee 


W.S. Central 


Arkansas 


ntana 

vada 

w Mexico 
Utar 


Wyoming 


Pacific 
Alaska 
California 
Hawaii 
Oregon 
Washington 


American Samoa 
N.M.1 
Guarr 


Puerto Rico 
J.S. Virgin Islands 0 





N.M.1.: Commonwealth of Northern Mariana Islands 


J: Unavailable No reported cases N: Not notifiable Cum: Cumulative year-to-date counts Med: Median Max: Maximurr 
; Incidence data for reporting years 2007 and 2008 are provisional 


Includes cases of invasive pneumococcal disease, in children aged <5 years, caused by S. pneumoniae, which is susceptible or for which susceptibility testing is not available 
(NNDSS event code 11717) 


Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE Il. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





Streptococcus pneumoniae, invasive disease, drug resistant' 


All ages Age <5 years Syphilis, primary and secondary 
Previous Previous Previous 
52 weeks Current 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max week Med Max 2007 week Med Max 2008 


United States 23 136 108 
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American Samoa 
C.N.M.1 

Guam 

Puerto Rico 

U.S. Virgin Islands 


C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. N: Not notifiable. Cum: Cumulative year-to-date counts. Med: Median. Max: Maximum 
* Incidence data for reporting years 2007 and 2008 are provisional 

" Includes cases of invasive pneumococcal disease caused by drug-resistant S. pneumoniae (DRSP) (NNDSS event code 11720) 

> Contains data reported through the National Electronic Disease Surveillance System (NEDSS) 
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TABLE ll. (Continued) Provisional cases of selected notifiable diseases, United States, weeks ending March 8, 2008, and March 10, 2007 
(10th Week)* 





West Nile virus disease’ 
Varicella (chickenpox) Neuroinvasive Nonneuroinvasive* 
Previous Previous Previous 
52 weeks Cum 52 weeks Cum Cum Current 52 weeks Cum 
Reporting area Med Max 2008 Med Max 2008 2007 week Med Max 2008 
United States 581 1,281 - 2 299 


New England 7 12 47 97 
Connecticut 1 - 
Maine" 0 — 
Massachusetts 0 - 
New Hampshire 18 
Rhode Island" 0 
Vermont* 38 


0 

0 

0 

6 

0 

5 
Mid. Atlantic 66 154 
New Jersey 0 0 

0 

0 

66 

161 

3 

0 
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New York (Upstate) 0 
New York City 0 
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E.N. Central 
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Michigan 32 70 
Ohio 7 69 
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Georgia 
Maryland* 
North Carolina 
South Carolina* 
Virginia" 

West Virginia 


E.S. Central 
Alabama’ 
Kentucky 
Mississippi 
Tennessee" 


W.S. Central 
Arkansas" 
Louisiana 
Oklahoma 
Texas" 


Mountain 
Arizona 
Colorado 
Idaho" 
Montana" 
Nevada" 
New Mexico" 
Utah 
Wyoming" 
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- Souaunk —~N- 


rm) 
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Oo OLN 

=-NO=+NZN! 


NM 
o owo Noa >aOow-OWN® 


Pacific 
Alaska 
California 
Hawaii 
Oregon‘ 
Washington 


222! 0oo0 


American Samoa 

C.N.M.1 

Guam - 
Puerto Rico 11 
U.S. Virgin islands 


~ 
|o cooost CONN 
2 


19 73 
37 g 139 
0 
C.N.M.1.: Commonwealth of Northern Mariana Islands 

U: Unavailable —: No reported cases. NN: Notnotifiable. Cum: Cumulative year-to-date counts. Med: Median Max: Maximum 
; Incidence data for reporting years 2007 and 2008 are provisional 

Updated weekly from reports to the Division of Vector-Borne Infectious Diseases, National Center for Zoonotic, Vector-Borne, and Enteric Diseases (ArboNET Surveillance). Data 
s for California onepee. eastern equine, Powassan, St. Louis, and western equine diseases are available in Table | 

* Not notifiable in all states. Data from states where the condition is not notifiable are excluded from this table, except in 2007 for the domestic arboviral diseases and influenza- 
« associated pediatric mortality, and in 2003 for SARS-CoV. Reporting exceptions are available at http://www.cdc.gov/epo/dphsi/phs/infdis.htm 

Contains data reported through the National Electronic Disease Surveillance System (NEDSS). 
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TABLE Ill. Deaths in 122 U.S. cities," week ending March 8, 2008 (10t 


h Week) 





All causes, b 


y age (years) 


All causes, by age (years) 





Reporting Area 


All 
Ages >65 





45-64 





25-44 


1-24 


<1 





Pait 
Total 


Reporting Area 





All 


si >65 | 45-64 om <1 








New England 
Boston, MA 
Bridgeport, CT 
Cambridge, MA 
Fall River, MA 
Hartford, CT 
Lowell, MA 
Lynn, MA 

New Bedford, MA 
New Haven, CT 
Providence, RI 
Somerville, MA 
Springfield, MA 
Waterbury, CT 
Worcester, MA 


Mid. Atlantic 
Albany, NY 
Allentown, PA 
Buffalo, NY 
Camden, NJ 
Elizabeth, NJ 
Erie, PA 

Jersey City, NJ 
New York City, NY 
Newark, NJ 
Paterson, NJ 
Philadelphia, PA 
Pittsburgh, PA® 
Reading, PA 
Rochester, NY 
Schenectady, NY 
Scranton, PA 
Syracuse, NY 
Trenton, NJ 
Utica, NY 
Yonkers, NY 


E.N. Central 
Akron, OH 
Canton, OH 
Chicago, IL 
Cincinnati, OH 
Cleveland, OH 
Columbus, OH 
Dayton, OH 
Detroit, MI 
Evansville, IN 
Fort Wayne, IN 
Gary, IN 

Grand Rapids, Ml 
indianapolis, IN 
Lansing, Ml 
Milwaukee, WI 
Peoria, IL 
Rockford, IL 
South Bend, IN 
Toledo, OH 
Youngstown, OH 


W.N. Central 
Des Moines, IA 
Duluth, MN 
Kansas City, KS 
Kansas City, MO 
Lincoln, NE 
Minneapolis, MN 
Omaha, NE 

St. Louis, MO 

St. Paul, MN 
Wichita, KS 


565 429 
127 93 
26 21 
16 12 
29 25 
80 48 
18 13 
7 7 
17 15 
39 32 
67 52 
5 4 
48 40 
33 24 
53 43 


1,741 

58 43 
27 21 
83 60 
22 16 
20 18 
63 51 
22 17 
867 

48 19 
22 15 
254 

50 35 
28 21 
122 

17 11 
42 Ce 
96 73 
31 23 
21 17 
29 24 


1,600 

46 28 
39 33 
366 245 
59 


64 
67 
22 
66 


39 
96 
57 
56 
54 


80 


730 
70 49 
35 27 
36 21 
114 84 
47 33 
60 41 
108 74 
88 47 
61 39 
111 72 


92 


| i] Ls) 
aon a 


— 
OaOonon-ounn 


a] 
at = a & 
ONnN=HaAnwn—-@® 


18 

5 
11 
17 
11 
12 
23 
22 
18 

5 


18 


a=a-=/n/ | 


iguana 


io) fo) | 
—~-—-OWN ! 


|} wamn-Onnw 


— 
w _ 


— 


2 
8 
3 
2 
3 
9 
3 
8 
10 
2 
5 
2 
1 
6 
2 
2 
3 


mnaeeawaywalwe oa! 


12 


No — 


lrnnwl wl 


loawnnn=-+--+-0 


14 


_ 
nm 


> 
ailieanlaasuwas|alanew! o8 lwlo 


| 


ws fo) mn “> 
S40! aBSwwwnoind wcll ten | meeawee 





S. Atlantic 
Atlanta, GA 
Baltimore, MD 
Charlotte, NC 
Jacksonville, FL 
Miami, FL 
Norfolk, VA 
Richmond, VA 
Savannah, GA 
St. Petersburg, FL 
Tampa, FL 
Washington, D.C 
Wilmington, DE 


E.S. Central 
Birmingham, AL 
Chattanooga, TN 
Knoxville, TN 
Lexington, KY 
Memphis, TN 
Mobile, AL 
Montgomery, AL 
Nashville, TN 


W.S. Central 
Austin, TX 

Baton Rouge, LA 
Corpus Christi, TX 
Dallas, TX 

El Paso, TX 

Fort Worth, TX 
Houston, TX 
Little Rock, AR 
New Orleans, LA" 
San Antonio, TX 
Shreveport, LA 
Tulsa, OK 


Mountain 
Albuquerque, NM 
Boise, ID 
Colorado Springs, CO 
Denver, CO 

Las Vegas, NV 
Ogden, UT 
Phoenix, AZ 
Pueblo, CO 

Salt Lake City, UT 
Tucson, AZ 


Pacific 
Berkeley, CA 
Fresno, CA 
Glendale, CA 
Honolulu, HI 
Long Beach, CA 
Los Angeles, CA 
Pasadena, CA 
Portland, OR 
Sacramento, CA 
San Diego, CA 
San Francisco, CA 
San Jose, CA 
Santa Cruz, CA 
Seattle, WA 
Spokane, WA 
Tacoma, WA 


Total 


1,249 
135 
137 
149 
158 
103 

42 
65 
69 
52 


98 
24 


948 
206 
69 


40 


79 
62 


16 
168 
34 
63 
82 
294 
24 
149 
224 
153 
150 
236 
42 
141 
75 
111 


13,524°* 


797 305 86 
71 38 14 
83 35 

101 37 

33 
64 27 
26 9 
32 25 
51 11 
42 
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45 
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259 1,171 





U: Unavailable 


* Mortality data in this table are voluntarily reported from 122 cities in the United States, most 0 


—:No reported cases. 


occurrence and by the week that the death certificate was filed. Fetal deaths are not included 
t Pneumonia and influenza 


Because of changes in reporting methods in this Pennsylvania city, these numbers are partial counts for the current week. Complete counts will be available in 4 to 6 weeks 


* Because of Hurricane Katrina, weekly reporting of deaths has been temporarily disrupted 


** Total includes unknown ages 


f which have populations of >100,000. A death is reported by the place of its 
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